proportion of the anal canals of patients presenting with genital warts in a genitourinary medicine clinic, especially in male homosexuals and in women with CIN19. Severe CIN (stage III) is certainly premalignant -whether AIN III proves to have the same natural history is not yet known.
If the fatalities and casualties due to accidents were deaths and illnesses due to an infectious disease the public and press clamour for preventive action would be deafening. Yet we appear to remain totally apathetic to the social and medical costs of these casualties.
To put road traffic accidents (RTAs) into perspective, the annual toll offatal accidents in Great Britain now hovers around 13500 with a decline of23% in the last decade. This remains 2.3% of all deaths. The majority of fatal accidents, 6000, occur in the over 65 year age group but they only represent 1.3% of all deaths in that age group for very obvious reasons. But in the 15-24 year age group there are over 2000 deaths, which is half of all deaths in that age group'. So, in the economically active age group of 16-65 years, the total of accidental deaths represents 189 000 years of working life lost, compared with 64 000 from lung cancer and 205 000 from coronary heart disease', For most causes of death there is a gradient with the social class as originally classified by the Registrar General. For accidental deaths in males there are three and a half times the number per thousand population in 9 CummingsB, KeaneT, ThomasG,Harwood A, RiderW.
Resultsand toxicity oftreatment ofanal canal carcinoma by radiation therapy or radiation therapy and chemotherapy. Cancer 1984; 54:2062-8 10 Austin D. Etiologic cluesfromdescriptiveepidemiology: squamous carcinoma of the anus. Natl Cancer Inst Monographs 1982; 62:89-90 11 Daling J, Weiss N, Klopfenstein L, et al. Correlates of homosexual behaviour and the incidence of anal cancer. JAMA 1982; 247:1988-90 12 Peters R, MackT. Patterns of anal carcinomaby gender and marital status in LosAngeles County. Br J Cancer 1983; 48:629-36 13 Scholefield J, Thornton Jones H, CuzickJ, Northover J. Anal cancer and marital status. Br J Cancer 1990; 62:286-8 14 social class V compared with social class I, yet this cannot be explained by deaths attributed to work. Two-thirds of the 13 500 fatalities are attributed to accidents on the road or in the home, some to sport and leisure, but only about 600 to work. The number of trauma victims which are treated in hospital is very large, 545 000 discharges (including deaths) from hospital in a year. That is 10.8% of all discharges-, With an average of daily bed occupancy of 13500, 9.2% of beds are occupied by accident victims. Based on the General Household Survey a further 3 million injuries are treated each year by hospitals and by general practitioners.
To turn to casualties due to RTAs. According to police statistics and to coroners' death certificates, over 5000 persons are killed each year (5373 in 1989) as a result of accidents on the public highway in which a road vehicle is involved. This is over a third of all accidental deaths. Twenty-eight per cent of these deaths are in the 15-24 year age group and are predominantly .in vehicle drivers and motorcycle riders. Twenty-five per cent are in the over 65 year age group and are predominantly in pedestrians-. One interesting calculation, based on 1985 casualty rates, is that of the 55 million people alive in Great Britain in that year, 220 000 would be expected to die in road accidents; 44% as pedestrians and 37% as car users", No wonder that the Government has adopted Basedon paper presented to British Horse Society, 30 November 1990 0141-0768/91/ 070390-04/$02.00/0 © 1991
The Royal Society of Medicine the target of reducing road casualties by a quarter by the year 2000.
Less confidence can be placed on the accuracy of the figures for those injured in road traffic accidents. There is considerable under-reporting to the police of injury RTAs, especially of cyclists. In spite of the under-reporting the police statistics are valuable in determining trends. Unfortunately the NHS Hospital Activity Analysis could not be relied on for the origin of the accident, road, home etc. because the main interest was in the type of injury and duration of hospitalization. As an example, a recent in-depth study in Oxford showed that, where no other vehicle was involved, for motor cyclists only 35% of injury accidents seen at hospital were notified to the police and for cyclists only 3%. Where another vehicle was involved, 77% of motor cyclist and 56% of pedal cyclist casualties were reported'', This under-reporting must be remembered in considering the cost ofRTAs to the country because they can only be based on available data.
Obviously injuries from RTAs vary from the nearfatal to the trivial and so do their costs. Doctors and scientists working on the effects and outcome of trauma commonly classify injury severity by the Maximum Abbreviated Injury Scale which has six levels of severity from the trivial to the unsurvivable. The national road accident records collected by the police do not contain any significant detail on the nature and severity of injuries to the casualties involved. An injured casualty is coded as seriously or slightly injured by the police on the basis of information available within a short time of the accident. This generally will not include the results of a medical examination, but may include the fact of being detained in hospital, the reason for which may vary somewhat from area to area. A serious injury is defined mainly as one which requires admission to hospital but also includes such injuries as fractures, internal injuries and crushings which do not require admission. A slight injury is one of minor character such as a sprain, bruise or cut which is not judged to be serious! Unfortunately, the national figures of costs of RTA accidents have to be based on this coded information.
Using the police categorization, 63 200 serious casualties occurred in 1989. Possibly another 15% were not notified to the police. It can be assumed that the majority were admitted to hospital and contributed to the 850 000 of occupied bed nights a year attributed to road accidents. What a reduction of waiting lists there would be if the majority ofthese casualties could be prevented and the resources redeployed. Twenty-seven thousand or 42% of the serious casualties were in the 17-29 year age group and 8000 or 13% in the over 60 year age group", Thus younger people tend to have more frequent serious injuries and fewer deaths and the older fewer serious injuries and more deaths. Older people are less likely to survive severe trauma and are more likely to be vulnerable pedestrians hit by vehicles.
The duration of stay in hospital varies according to road user type, age, and severity and nature of injury. For example young pedal cyclists have the shortest stay because so many are admitted overnight for observation of a head injury and male motorcycle riders the longest for complicated leg injuries.
Even less is known about slight accidents. The police notify just over a quarter of a million a year Journal of the Royal Society of Medicine Volume 84 July 1991 391 but it is likely that a similar number attend hospital for treatment but have not been notified. To this must be added an unknown number who attend their general practitioners.
The Department of Transport estimated the total costs to society of road accidents in 1989 as £6360 million of which £5040 million was attributable to personal injury accidents, the rest to damage only accidents". How are these figures calculated? Each year the Department estimates the average cost per casualty and per accident offatal, serious, slight and damage only accidents and applies them to the number of reported accidents in each category. No allowance is made for unreported accidents. Of course making the estimates is the problem and they turn out to be pretty empirical. Some costs are relatively easy to calculate such as loss of a fatality's output for the rest of his life, the costs of police and accident services and an estimate of medical costs, an allowance for pain, grief and suffering is added, but all this puts a relatively low value on a life. Now an element of the estimated £608 580 social cost of a fatal casualty is based on a willingness-to-pay methodology, achieved by market surveys of what social costs people consider are worth paying to prevent the event. Based on similar methods the estimated average cost per serious casualty is £18 450 which looks very small compared with the fatal cases. It however hides a very wide cost range from a large number of relatively minor injuries to a much smaller number of very serious injuries with repercussions lasting many years. The estimated average of a slight injury is £380 but still adds up to £76 million a year.
Unless the costing of accidents and injuries is accurate the cost-effectiveness of remedial measures is underestimated. This is particularly evident with low cost engineering schemes, to reduce accident blackspots, undertaken by local authorities, which can benefit all road users, especially pedestrians. These measures are always competing with other desirable social activities.
Little evidence exists on the social and medical costs of disability arising from RTAs, which may be prolonged or permanent, but there is some information on the frequency of disability. In one study, up to 24% still suffered a disability at 6 months", A more recent study showed that, after a year, in casualties with other than minor injuries, 31% were found to have some degree of disability; of those originally in work, 23% were unemployed one year after the accident", In another study, 28% of inpatients had some degree of permanent disability (an estimated 20 000 a year in Great Britain) and 3% had very serious disabilities including major amputations, gross limitation of movement of major joints with pain, severe brachial plexus lesions or loss of sight in one eye (an estimated 2000 a year)",
Recently an interim report was published on the effects oflong-term disability from RTAs which caused fractures to limbs'', Eight-two patients had been followed up for a year. Because they suffered limb fractures they were mainly motor cyclists and pedestrians. Over half were in the 15-24 year age group. Fifty-cne of the 82 were admitted to hospital and spent an average of 29 days in hospital. Three patients had amputations. A 27-year-old woman front seat passenger, who was trapped for 3 h, needed a mid-thigh amputation; an 18·year-old motorcycle rider had high right thigh and right mid-upper arm amputations and his 16-year-old girl pillion rider suffered a traumatic high right thigh amputation.
The whole group made an average of 12.3 attendances at outpatient clinics, apart from attendances at the accident & emergency department, and had an average of 22 physiotherapy sessions. These entailed 890 ambulance trips at an average of 12.7 per patient and was nearly as expensive to the NHS as the inpatient treatment. Some needed the supply of mechanical aids like prostheses and crutches. All this emphasizes the demand that some RTAs make on the already stretched NHS. A few patients had their continuing treatment from private sources.
Limb injuries cause a high disability rate. On self assessment 60% had not fully recovered from their injuries at the end of the year. Some will continue to need NHS care. This is being followed up. An average of72 working days were lost as a result of the injury. It is not yet known how many will permanently be unable to work. Just under half claimed statutory sick pay and just under a quarter additional benefits like disablement benefit though these are likely to increase as time goes by.
In terms of personal costs, 40% lost some part of their income because their pay was not made up by their employer or they were self-employed. The average loss was £1300 though some of this may be recouped from compensation.
Without making any allowance for consultations by general practitioners or medication prescribed as a result, the total direct costs of each casualty in this study was £5050 or, if allowance is made for NHS replacement or rebuilding costs, then the health costs were £7388. To this must be added costs of police and rescue services; loss of output and production; loss of Income Tax revenue; costs of delays to individuals due to the event; out of pocket expenses to families; damage to vehicles and property; the cost of insurance to cover the possibility of accident and the element for pain, grief and suffering. It will be interesting to see whether this accurate estimate of direct health costs of a particular type of injury will lead to a substantial change to the estimate of £18 450 for all serious injuries made by the Department of Transport.
None of this deals with the personal shock and grief to the patient or the family, the costs to the parents, spouse or children who are involved. Some may have to change their lives completely in order to care for the victim. Unfortunately the recent Survey of the Disabled which showed the great detail the care which disabled people needed, did not indicate what proportion of those interviewed were disabled as the result of accident. When a Lockerbie, a Zeebrugge or a Clapham Junction disaster occurs the media tell in great detail the devastation caused to the deprived families, sometimes with personal intrusion. Yet the equivalent of a Clapham Junction in terms of fatal accidents occurs every day about which little is heard, though the effect On families is the same. Little is made of the serious casualties which may profoundly effect a whole family. Who is going to make a judgement between the effects on a spouse and children of an accidental death or a traumatic paraplegia or a severely disabling brain injury? What about the death or permanent incapacity of the owner of a family business which leads to the closure of the business with financial ruin and unemployment to the staff? We consider health service costs, social costs, financial costs to the victim or family which are
all important but what we should also be trying to prevent are the devastating personal family grief and suffering.
Clearly if some or even a large number of these RTAs could be prevented there would be direct saving of health and social costs. It seems unlikely that the Department of Health would be allowed to retain all the health savings to the benefit of the NHS. Some other Department would have provided action and the expenditure for the prevention and therefore would expect its cut. For example, say the Home Office and local authorities provided extra resources to the police for road blocks for breath testing and breath testing for all drivers and riders involved in accidents or for automatic roadside devices which would provide firm evidence of speeding, all of which are believed would reduce accidents or their severity. Wonderful argwnents can be foreseen about all tax and community charge payers providing the extra funds without seeing any direct evidence of benefits. This has always been the problem in public health and preventive medicine, the individual who is alive and well or uninjured because of palliative action taken cannot be identified! It is likely that society is now ready to contribute to the reduction ofRTAs and their effects. What is less clear is whether they are prepared to protect themselves from injury.
It is probable that they are now ready to accept compulsory rear seat belt wearing for adults (in cars where belts are fitted) which would save many lives and injuries to them and to the occupants of front seats. Society would seem to be prepared, less enthusiastically, to see more expenditure on better control on drinking and driving, on low cost engineering schemes and traffic calming measures and on the provision of roadside devices to provide evidence of speeding and jumping traffic lights. However, there is a long way to go yet before all pedal cyclists will wear helmets and motor cyclists accept properly designed and constructed leg guards.
The priorities for reducing the cost of traffic casualties to the community appear to be control of drinking and driving, the reduction of vehicle speeds, improved road layouts, the use of rear seat belts, helmets for pedal cyclists and leg guards for motor cyclists. Why don't we get on with it? 9 Tunbridge RJ, Murray PA, Kinsella AN, Galasko CSB.
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Research Laboratory, 1990 Lipids in non-insulin dependent diabetes: a case for treatment?
Cardiovascular disease is the major cause of morbidity and mortality in non-insulin dependent diabetes (NIDDM). Age-adjusted mortality is increased some 2-3-fold compared with the non-diabetic population.
It accounts for between 50 and 75% of deaths'. The causes of this are not yet completely understood. Control of hyperglycaemia itself has so far had little impact on the incidence of cardiovascular disease. In the general population, smoking, hypertension, raised total and low density lipoprotein (LDL) cholesterol, low high density lipoprotein (HDL) cholesterol and probably raised serum triglyceride have all emerged as risk factors for cardiovascular disease. These also appear to be important in NIDDM. In cross-sectional studies, serum triglyceride, total and LDL cholesterol, low HDL cholesterol and apoprotein Al have been associated with cardiovascular disease in NIDDM2-4. The most common metabolic abnormalities in NIDDM are raised serum triglyceride and low HDL cholesterol. These changes are more pronounced in women who tend to have a greater increase in serum triglyceride and reduction in HDL cholesterol than their non-diabetic counterparts in comparison with men", This may help to explain the relatively greater risk of developing cardiovascular disease in diabetic women than men", From prospective studies, serum triglyceride has emerged as an important risk factor in both sexes", In women low HDL cholesterol" and in middle aged diabetic men serum cholesterol have emerged as important predictors of cardiovascular disease". What effect does standard treatment have on these abnormalities? Diet has remained the cornerstone of treatment for NIDDM. In the overweight, weight reduction reduces serum triglyceride and raises HDL cholesterol'', In the non-obese, diet may lower serum triglyceride but has little effect on HDL cholesterol", Current practice is to encourage a high fibre, high carbohydrate low saturated fat diet. The beneficial effect of this diet for blood glucose control and improvement in serum lipids may well depend partly on the soluble fibre content. The pharmacological addition of soluble or viscous fibre in the form of guar gum has also been shown to lower total and LDL cholesterol in NIDDMlO. However, the quantity of fibre recommended in some diets is not acceptable to many patients. Indeed, some high carbohydrate diets have been shown to increase serum triglycerides, lower HDL cholesterol and worsen glucose control in NIDDMll. Controversy therefore exists as to which constituent should replace the reduced saturated fat intake which is considered desirable. There is some evidence that partial replacement of complex carbohydrate with mono-unsaturated fat improves glucose control, improves serum triglyceride and HDL cholesterol without raising LDL cholesterol's. The current enthusiasm for high carbohydrate diets in NIDDM may need slight modification. Longer term studies are needed to define what is the optimal diet for people with NIDDM.
When diet alone is not successful in controlling hyperglycaemia, oral hypoglycaemic drugs are used. The sulphonylureas came under a cloud when the American University Group Diabetes Program Study (1970) showed increased cardiovascular mortality in NIDDM in those given tolbutamide when compared with those given diet or insulin. Although the findings of this study were later disputed, the effects of sulphonylureas on serum lipids were investigated. Early cross sectional studies indicated that those on sulphonylureas had lower HDL cholesterol than those on diet or insulin'", Subsequent prospective studies have shown neutral or even beneficial effects of sulphonylureas on serum lipids and lipoproteins-v-", Sulphonylureas probably have little effect on serum lipids, but they do not correct the low HDL cholesterol which is so common in NIDDM and which may be the most important metabolic defect in relation to the pathogenesis of cardiovascular disease. Metformin, the only biguanide drug in common use in the UK, has been shown to have a small effect in lowering total and LDL cholesterol", and serum triglyceride in those with serum cholesterol of more than 6.5 mmol/l-P.
Insulin therapy in NIDDM may improve all lipid fractions in NIDDM, though not necessarily raise HDL cholesterol. Clearly insulin therapy has its own disadvantages and dangers and is not likely to be applicable to the majority of patients.
Hypertension adds significantly to the risk of cardiovascular disease in NIDDM. The prevalence of hypertension is increased in NIDDM, and it appears to exaggerate the existing lipid abnormalities. Serum triglyceride, cholesterol, LDL cholesterol were significantly higher, and the ratio of HDL to LDL cholesterol significantly lower in hypertensive compared to normotensive patients with NIDDMl7. It is not clear whether this is due to hypertension per se or the effect of anti-hypertensive drugs. Certainly many diuretics may increase serum cholesterol and triglyceride, while beta-blockers may increase serum triglyceride and lower HDL cholesterol. In a group of patients with NIDDM and hypertension, those on beta-blockers had higher serum triglyceride and 0141-0768/91/ 070393-021$02.00/0 © 1991 The Royal Society of Medicine
